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Introduction artery (POPA). PTA was carried out via an antegrade
left common femoral artery puncture. Both stenoses
Endovascular techniques have been used as a thera- were dilated with 6 mm·4 cm (SFA) and 5 mm·4 cm
(POPA) balloons (Ultrathin, Boston Scientific, Water-peutical option in patients with femoropopliteal oc-
clusive disease, but closure within the first month has town, MA, USA). The postdilatation angiogram dis-
closed an intimal flap (Fig. 1a) in the dilated SFAbeen recognised as one of the major problems, reported
to be as high as 25%.1 Septic complications after per- segment and two overlapped Strecker stents
(6 mm·4 cm) were deployed with a satisfactory resultcutaneous transluminal intra-arterial procedures are
rarely encountered.2–5 (Fig. 1b). The ABI improved, from 0.7 to 0.9. The
patient was on aspirin orally, 325 mg once daily andWe present a case of suppurative endarteritis of
the femoropopliteal artery which developed after ex- heparin was given at a dose of 5000 IU intravenously
before the procedure and was continued (1000 IU/h,tensive endovascular intervention. Medline search of
the English literature indicated that this is the first intravenously) for 24 hours. An ultrasound scan the
reported case of suppurative bacterial endarteritis after following day showed good patency of the femoro-
PTA and stenting of the femoropopliteal artery. popliteal segment and the patient was discharged free
of symptoms, with aspirin orally, 325 mg once daily.
The patient returned seven days later complaining of
intermittent claudication for the previous two days.Case Report
Ultrasound examination showed complete thrombosis
of the SFA and above-knee POPA. Local thrombolysisA 52-year-old male patient presented with left-leg-
was initiated with r-tPA (5 mg bolus, and thereafterdisabling claudication. He was a smoker and hyper-
1 mg/h), using a 5F catheter (Mewissen, Boston Sci-cholesterolaemic. No other risk factors for athero-
entific, Watertown, MA, U.S.A.) with 20 sideholessclerosis were identified. There was a normal femoral
via an antegrade left femoral artery puncture. Thispulse and an ankle–brachial index (ABI) of 0.7 in the
resulted in satisfactory lysis after 30 hours. The post-left leg. On the right the ABI was 1.1. Angiography
thrombolysis angiogram showed mild arterial wallshowed two short (<5 cm) haemodynamically sig-
irregularities at the top of the previously stented SFAnificant stenoses in the superficial femoral artery (SFA)
segment and the presence of elastic recoil at the dilatedat the adductor canal and the above-knee popliteal
POPA producing a pressure gradient of 20 mmHg.
Both segments were stented with one stent each (Pal-
* Please address all correspondence to: A. D. Giannoukas, Academic maz P294 in SFA and Strecker 5 mm·4 cm in pop-Vascular Surgery Unit, University Hospital of Heraklion, Heraklion,
Crete, Greece. liteal). The post-stenting angiogram was satisfactory
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Fig. 1. (a) Postdilatation angiogram with the presence of an intimal flap in the dilated segment of the SFA (arrow). (b) Final angiogram
after the deployment of two overlapped Strecker stents (6 mm·4 cm).
and the ABI returned to 0.9. The patient received and netromycin 150 mg twice daily) and blood cultures
showed methicillin-resistant Staphylococcus aureus. Inheparin intravenously for 24 hours (1000 IU/h) and
remained on aspirin. The next day skin erythema with accordance with the sensitivity test, antibiotics were
changed to vancomycin, intravenously, 1 g twice daily,blisters appeared in the left groin close to the puncture
site. Staphylococcus infection was diagnosed and intra- and 24 hours later surgery was carried out. The whole
SFA and the above-knee POPA were found to be fullvenous antibiotics (penicillin 6·106 IU four times daily
and netromycin 150 mg twice daily) were initiated of pus, with abscess formation in the muscles adjacent
to the SFA. Resection of the infected arterial segmentpromptly. Re-evaluation of the ABI 48 hours after post-
thrombolysis stenting showed that it had dropped with removal of the stents, drainage of the thigh
abscess and a meticulous cleaning with peroxide so-again to 0.7, and an ultrasound examination showed
re-occlusion of the femoropopliteal segment without lution and povidone–iodine were carried out. A re-
versed long saphenous below-knee femoropoplitealany limb-threatening ischaemia. Seven days later, the
groin infection subsided completely, the antibiotics bypass was used for reconstruction. Swabs taken from
the arterial lumen revealed methicillin-resistantwere discontinued and the patient was discharged on
aspirin. Surgical treatment was planned within the Staphylococcus aureus. Vancomycin was continued for
15 days, until three negative blood cultures were ob-next two weeks, but seven days later the patient was
re-admitted as an emergency, complaining of a painful tained. The patient was discharged 21 days later with
a patent graft and an ABI of 1.0. One year later, heleft thigh and with low-grade fever. Antibiotics were
again initiated (penicillin 6·106 IU four times daily remains free of symptoms, with a functioning graft.
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Discussion where colonisation of the patient’s skin with Gram-
positive organisms may occur. The thrombolysis cath-
eter was left in the femoral artery for 36 hours, but noThere is a substantial risk of acute thrombosis after
antibiotic prophylaxis was given. All these factors maystenting of the femoropopliteal artery.1 In our case, the
have contributed to the development of the groinlength of the two overlapped stents, initially deployed
skin infection. The need to exchange guidewires andin order to correct the intimal flap after the PTA, was
catheters, in order to assess the progress of throm-probably the reason for the subsequent thrombosis.
bolysis and to deploy more stents through an infectedAfter thrombolysis two more stents were deployed,
groin area may also have facilitated the contaminationand thus the total length of the stented arterial segment
by bacteria in the arterial wall, the lumen and thein combination with the extensive intimal injury and
stents. Although antibiotics were initiated intra-the infection probably all contributed to the arterial
venously once the skin infection became evident andre-occlusion 48 hours later. Nevertheless, it is not our
were given for seven days until treatment of the skinpractice to stent primarily the superficial femoral and
infection was completed, blood cultures were not takenpopliteal arteries and this is one of those very rare cases
to confirm bacterial eradication. Staphylococcus aureuswe have stented to correct flow-limiting complications
eventually grew into the thrombus of an arterial seg-after angioplasty.
ment with stents.Septic complications, in terms of low grade fever
In conclusion, PTA and stenting of the femoro-and/or positive blood culture after angiography or
popliteal artery carries a substantial risk of acutePTA, have been reported to be as high as 6.8%, whereas
thrombosis and, should thrombolysis be undertaken,septicaemia is extremely rare.3 Likely risk factors in-
it is best carried out over a short period (less than 24clude: procedures performed in examination rooms
hours), with meticulous care of the catheter entry sitewithout the sterility of an operating theatre, the need
and with a good sterile technique. This case highlightsto repeat arterial punctures or to maintain femoral
the risk of septic complications in patients with vas-artery sheaths and catheters in place for more than 24
cular endoprostheses, who have to be subjected tohours, the exchange of guidewires and catheters for
further vascular catheterisations, a situation wherefurther interventions without antibiotic prophylaxis,
antibiotic prophylaxis may be of value.and, in general, any disruption of the sterility of the
whole technique.3–5 Furthermore, as with any pro-
sthetic material, infection may occur after deployment References
of metallic stents and routine antibiotic prophylaxis
has been suggested.3 1 Rousseau HP, Raillat CR, Joffre FG et al. Treatment of femoro-
popliteal stenosis by means of self-expandable endoprostheses:In our hospital this is the first reported septic com-
Midterm results. Radiology 1989; 172: 961–964.plication during a seven-year period and among 1067 2 Kardaras FG, Kardara DF, Rontogiani DP, Mpourazanis IA,
procedures (angiography, PTA and/or stenting and Flessas LP. Septic endarteritis following transluminal coronary
angioplasty. Cathet Cardiovasc Diagn 1995; 34: 57–60.thrombolysis). In our practice, low-grade fever after
3 Bergqvist D, Jonsson K, Weibull H. Complications after per-the procedure was not considered to be a septic com- cutaneous transluminal angioplasty of peripheral and renal ar-
teries. Acta Radiologica 1987; 28: 3–12.plication, and nor were blood cultures taken routinely;
4 McCready RA, Siderys H, Pittman JN et al. Septic complicationstherefore this type of complication may also have been
after cardiac catheterization and percutaneous transluminal cor-
overlooked in our series. onary angioplasty. J Vasc Surg 1991; 14: 170–174.
5 Therasse E, Soulez G, Cartier P et al. Infection with fatalThe patient developed the groin skin infection 48
outcome after endovascular metallic stent placement. Radiologyhours after placement of a thrombolysis catheter. The
1994; 192: 363–365.
main part of thrombolysis, apart from the bolus in-
fusion, was undertaken in the ordinary surgical ward, Accepted 5 November 1998
Eur J Vasc Endovasc Surg Vol 18, November 1999
